Background: Intimate partner violence is a threat to women's health. Relative to other racial/ethnic groups, African American and immigrant women are at an increased risk for violence. However, despite the growing presence of Caribbean Black immigrants in this country, few studies have examined the association between severe physical intimate partner violence (SPIPV) and the health of Caribbean Black women currently residing in the United States. This study examined the mental and physical health of U.S. Caribbean Black women with and without a history of SPIPV. We also explored the role of generational status-first, second, or third-in association with the physical and mental health of abused Caribbean Black women. Methods: Data from the National Survey of American Life, the largest and the only known representative study on Caribbeans residing in the United States, were analyzed. The World Health Organization (WHO) World Mental Health Composite International Diagnostic Interview (WMH-CIDI) was used to determine DSM-IV mental disorders. The presence of physical health conditions was based on respondents' self-reports of physician diagnoses. Results: The findings indicate an association between SPIPV and the mental and physical health status of U.S. Caribbean Black women. Rates of physical conditions and mental health disorders were generally higher among women with a history of SPIPV than those without a history. Generational status also played a role in women's health outcomes. Conclusions: The study has interventions and preventive implications for both detecting and addressing the health needs of U.S. Caribbean Black women who experience severe physical abuse by an intimate partner.
Introduction

I
ntimate partner violence (IPV) remains a public health concern that poses a threat to the general health and well-being of women across different racial and cultural backgrounds, regardless of whether such acts of abuse are of a physical, psychological, or sexual nature. Estimates of IPV among Black women in the United States exceed the rates for women from other racial/ethnic backgrounds. 1, 2 For example, in a study produced by the CDC, 41% of Black women reported experiencing physical violence by an intimate partner in their lifetime, followed by 35.2% of Latinas, 31.7% of White women, and 19.6% of Asian or Pacific Islander women. 3 Although there is limited information regarding the victimization of Caribbean Black women currently residing in the United States, population-based studies conducted in Barbados (50%), Jamaica (45.3%), and Trinidad and Tobago (45.2%), (three countries sending of a large number of Caribbean immigrants to the United States) indicate that physical IPV is an important public health crisis for roughly half of women residing in these countries. 4 Other studies based on clinical samples found slightly lower lifetime prevalence of IPV in other predominantly Black Caribbean countries (e.g., 38% in St. Thomas, 28% in St. Croix). 5 Recent demographic trends find that the number of Caribbean Black immigrants in the U.S. increased threefold between 1980 and 2009, 6 making them one of the fastest growing subgroups in the United States. Given their increasing representation in the U.S. society and alarming rates of IPV, it becomes particularly relevant to understand the health risks and consequences of IPV among Caribbean Black women residing in the United States.
Extensive studies have found that women who experience IPV have poorer physical and mental health outcomes. For example, among the myriad of conditions, women with a history of IPV have been found to have higher prevalence of asthma, diabetes, frequent headaches, difficulty sleeping, chronic pain, HIV, activity limitations, and poorer self-rated physical health. [7] [8] [9] [10] [11] [12] [13] A well-established body of literature also associates intimate partner victimization with poor mental health. Studies have consistently shown a positive relationship between IPV and various mood, anxiety, and substance disorders.
14 These studies have especially found increased risk for depression, alcohol use and abuse, posttraumatic stress disorders (PTSD), and suicidal tendencies among victims of IPV. 7, 8, 15 Yet the negative health outcomes associated with IPV are not equally borne across women of varying racial/ethnic backgrounds. Black women of Caribbean descent, like other Blacks in the United States, face additional structural and environmental stressors and poverty that not only increase their risk for IPV but also poor health conditions in general. [16] [17] [18] . Although past research has documented poor health outcomes among abused women and Black women as a whole, very little research has investigated the association between IPV and the health outcomes of Caribbean Black women residing in the United States.
A study using a clinical convenience sample exploring these relationships among Caribbeans living in Baltimore, MD and in their home countries (e.g., St. Croix and St. Thomas) found that physical IPV was associated with disordered eating. 19 IPV was also associated with PTSD and depression among Caribbean Black women in these samples; moreover, severe IPV was associated with more negative mental health outcomes than less severe forms of IPV. 19 These findings were supported in a national study that found associations between mental disorders and IPV. 15 However, comparative population-based studies are needed to disentangle the mental and physical health risk of IPV among Caribbean Black women who might already be predisposed to poor health outcomes.
The present study
In this study, we assessed the mental and physical health of U.S. Caribbean Black women, with emphasis on the role of severe physical intimate partner violence (SPIPV). We contribute to past research in two critical ways. First, we use a nationally representative sample of U.S. Caribbean Black women, to assess extensive mental and physical health conditions. Second, we explore whether generational status (first, second, or third) is differentially associated with physical and mental health outcomes among Caribbean Black women. The findings have important implications both for identifying Caribbean Black women who may be at increased risk of poor health outcomes associated with SPIPV and creating culturally tailored interventions for SPIPV survivors.
Methods
Cross-sectional data from the National Survey of American Life (NSAL) were used to address the research objective. The NSAL, part of the National Institute of Mental Health's Collaborative Psychiatric Epidemiological Surveys initiative, is the most detailed study of the mental and physical health of Black adults living in the United States. Moreover, it is the first known national study of Blacks of Caribbean descent. [20] [21] [22] Multistage probability sampling techniques were used to generate the sample of 6082 participants, including 3570 African Americans, 891 non-Hispanic Whites, and 1623 Caribbean Blacks.
The national sample of Caribbean Blacks was identified from two overlapping area probability sampling frames. A total of 266 Caribbean Blacks were interviewed in the NSAL core sample. The remaining 1357 Caribbean Black participants were selected from an area probability sample of housing units from high-density Caribbean areas in the United States. 20 Eight primary areas were selected in the following five states and the district of Washington, DC that comprise 80% of the Caribbean population: New York, New Jersey, Florida, Connecticut, and Massachusetts. Caribbean participants included in the sample self-identified as Caribbean Black, answered affirmatively when asked if they were of West Indian or Caribbean descent, were from a Caribbean area county, or had a parent or at least one grandparent who was born in a Caribbean area county.
Face-to-face interviewing was the main method of data collection, with a smaller proportion (14%) of interviews conducted by phone. Data were collected between February 2001 and June 2003, using a computer-assisted instrument. At the beginning of each interview, an overview of the study purpose and consent rights were presented. Interviews with Caribbean Black participants typically lasted an average of 2 hours and 43 minutes. Participants were compensated with a $50 honorarium for completing the interview. The response rate generated for the Caribbean sample was 77.7%. We specifically focused on U.S. Caribbean Black women in this study, representing 949 of the participants in the total Caribbean sample. In total, 113 Black women of Caribbean descent sampled reported having experienced lifetime severe physical violence by an intimate partner. We created a composite measure of ''any disorder,'' a variable that was coded 1 if respondents met criteria for any of the aforementioned disorders, and 0 if not. Suicidal ideation was addressed with the question, ''Have you ever seriously thought about committing suicide?'' Suicide attempts were gauged with the question, ''Have you ever attempted suicide?'' (1 = yes, 0 = no).
Measures
Physical health. Participants were asked if ''ever,'' in their lifetime, they were told by a doctor or health professional that they had any of a list of physical health problems, including arthritis, ulcers, cancer, high blood pressure, diabetes, liver problems, kidney problems, stroke, asthma, lung disease, blood circulation problems, sickle cell, heart trouble, HIV or AIDS,
glaucoma, tuberculosis, fertility problems, and osteoporosis. We also created a composite of the lifetime aforementioned conditions representing ''any'' physical conditions (1 = yes, 0 = no).
Severe physical intimate partner violence. Lifetime SPIPV was addressed with the question, ''Were you ever badly beaten up by a spouse or a romantic partner?'' (1 = yes, 0 = no). The lifetime IPV measure used in this study was compared to the U.S. National Comorbidity Survey Replication (NCS-R) dichotomously defined severe partner violence Conflict Tactic Scale (CTS) measure within the Collaborative Psychiatric Epidemiological Study, and was found to have a fair association across two different approaches to estimating agreement (OR = 4.5, p < 0.001; AUC >0.06).
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Sociodemographic variables. The sociodemographic predictors included the following: age (e.g., 18-24; 25-34; 35-49; 50-64; and 65 and older), marital status (e.g., married, partnered, separated or divorced, widowed; never married), education (e.g., less than high school; high school graduates, some college; and college), household income (e.g., less than $25,000; $25,000-$34,999; $35,000-$49,999; $50,000-$74,999; and $75,000 and over), and employment status (e.g., employed; unemployment; not in the labor force).
Generational status. First-generation respondents were the foreign born individuals who had directly migrated to the United States from the Caribbean region. Second generation respondents were U.S.-born respondents with at least one Caribbean immigrant parent. Third generation participants comprised U.S.-born respondents whose parents were born in the U.S., but had at least one Caribbean-born grandparent.
Discrimination. Everyday discrimination is an index comprised of ten items including the following: ''You are treated with less courtesy than other people''; ''You are treated with less respect than other people''; ''You receive poorer service than other people at restaurants and stores''; ''People act as if they think you are not smart''; ''People act as if they are afraid of you''; ''People act as if they think you are dishonest''; ''People act as if they are better than you are''; ''You are called names or insulted''; ''You are threatened or harassed''; and ''You are followed around stores.'' Responses were coded on a five-point Likert scale ranging from never to almost every day. Altogether, the measures had an internal consistency of 0.89. The index was then dichotomized such that 0 = no experiences of discrimination and 1 = one or more experiences of discrimination.
Analytic procedure
Cross-tabulations using the w 2 analytic procedure were used to assess percent differences in health between women with and without a history of SPIPV in general and by generational status. We further used multivariate logistic regression analytic procedure to examine the influence of key predictors (e.g., SPIPV, generational status, discrimination, and sociodemographic variables) on the mental and physical health of Caribbean Black women. In these analyses, adjusted odds ratio estimates and confidence intervals are presented.
We specifically focused on ''any'' mental and physical conditions due to the low number of cases within specific health categories. Because of the complex nature of the sample, techniques for calculating complex design-based estimates of variance were applied. Statistical significance was set at a = 0.05. Table 1 displays descriptive statistics for the analytic sample (n = 949). Roughly half of respondents were between the ages of 35 and 64, with no age differences between Caribbean Black women with and without a history of SPIPV. 
Results
Sample description
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There were also no significant differences in marital status between the groups, although women without a history of SPIPV tended never to marry compared to women with a history of SPIPV who were separated or divorced. However, U.S. Caribbean Black women with a history of SPIPV were far less likely to have a college education than Caribbean Black women without a history of SPIPV (6.6% vs. 21.9%, p < 0.01). Similarly, women with a history of SPIPV were more likely to have lower household income (<$25,000) than those without a history of SPIPV (58.4% vs. 36.5%; p < 0.01). Differences between the populations, however, were not found for employment status. A majority of the participants in both populations were employed, although fewer women with SPIPV were employed. Also, a significantly lower percentage of women with a history of SPIPV owned homes compared to women without a history of SPIPV (17.0% vs. 46.8%, p < 0.001). Finally, although a majority of participants resided in the Northeast, there were no regional differences between women with and without a history of SPIPV.
SPIPV, Lifetime mental disorders and the physical health of Caribbean Black women Table 2 shows the prevalence of lifetime mental disorders among Black Caribbean women with and without a history of SPIPV. About half as many U.S. Caribbean Black women with a history of SPIPV met criteria for any mood disorder than their counterparts without a history of SPIPV (14.6% vs. 33.6%, p < 0.01). MDE was also more than twice as high among women with a history of SPIPV (28.5% vs. 13.5%, p < 0.05) and bipolar disorder was more than 10 times higher among women with a history of SPIPV than those without a history of SPIPV (12.4% vs. 1.3%, p < 0.001). Differences were not found for dysthymia and MDDs between the populations.
Differences were found between groups for all anxiety disorders examined. Higher rates among Caribbean Black women with a history of SPIPV were especially noted for any anxiety (38.3% vs. 14.4%, p < 0.001), PTSD (28.9% vs. 5.7%, p < 0.001), and panic disorder (11.9% vs. 1.9%, p < 0.001). Relative to Caribbean Black women without a history of SPIPV, Caribbean Black women with a history of SPIPV also had higher lifetime prevalence of obsessivecompulsive disorder (4.6% vs. 0.6%, p < 0.01), GAD (9.9% vs. 2.2%, p < 0.05), and agoraphobia (4.8% vs. 2.7%,
Women with a history of SPIPV also differed from their non-abused counterparts in terms of substance disorders. For example, rates of any substance disorder (6.1% vs. 2.2%, p < 0.05), alcohol abuse (5.5% vs. 1.8%, p < 0.05), and drug dependence (3.7% vs. 0.7%, p < 0.01) were almost threefold higher among Caribbean Black women with a history of SPIPV than their counterparts with no history of SPIPV. However, differences were not observed for alcohol dependence or drug abuse.
Rates of eating disorders were generally higher for those with a history of SPIPV than those without such a history. In particular, the rate for any eating disorder for women with a history of SPIPV exceeded that of women without a SPIPV history by more than threefold (19.5% vs. 6.1%, p < 0.05). More than a twofold difference was found between the two groups for bulimia (7.9% vs. 2.8%, p < 0.05) and more than a threefold difference in rates of binge eating was also detected (19.5% vs. 6.1%, p < 0.05).
A similar trend was observed for suicide attempts and ideation between populations. Caribbean Black women with a history of SPIPV attempted suicide at around 10 times the rate of women who did not experience SPIPV (12.7% vs. 1.4%, p < 0.001). Rates of suicide ideation among women with a history of SPIPV significantly exceeded that of women who lacked an SPIPV history by more than threefold (27.2% vs. 8.6%, p < 0.01). In addition, rates of ''any'' overall mental disorder among women with a history of SPIPV were more than twice as high as those without a history of SPIPV (60.7% vs. 29.6%, p < 0.001). Table 3 displays the prevalence of various physical health conditions among Caribbean Black women with and without a history of SPIPV. Of the physical health conditions explored, significant differences were found in relation to five physical health indicators. Specifically, the rate of arthritis was higher for women with a history of SPIPV than those without a SPIPV history (26.7% vs. 15.5%, p < 0.05). Likewise, women with a history of SPIPV had more than four times the risk of liver problems than women without a SPIPV history (3.7% vs. 0.8%, p < 0.05). Kidney problems were thrice more prevalent among women with a history of SPIPV than those without (6.0% vs. 1.8%, p < 0.01). Although there was low prevalence of HIV/AIDS overall, rates were nonetheless higher among women with a history of SPIPV than those without such a history (1.3% vs. 0.1%, p < 0.01). While failing to reach conventional statistical significance levels, it is important to note that the rates of the following conditions were marginally higher for Caribbean Black women with a history of SPIPV than their counterparts without a SPIPV history: high blood pressure (38.5% vs. 26.8%, p = 0.053), blood circulation problems (7.8% vs. 2.6%, p = 0.051), fertility problems (14.8% vs. 5.2%, p = 0.065), and osteoporosis (6.1% vs. 1.8%, p = 0.086).
Lifetime mental and physical health of Caribbean Black women: the roles of SPIPV and generational status Table 4 presents rates of lifetime mental disorders for women with and without a history of SPIPV by generational status. Differences in prevalence rates were observed within the first generation for bipolar disorder (8.9% vs. 0.8%, p < 0.001), with higher rates among those having a history of SPIPV than those without a history. These differences were also found among third-generation women. Again, higher rates were found among women with a history of SPIPV (14.0% vs. 0.6%, p < 0.01) relative to women without a history of SPIPV.
Group differences were also found for certain anxiety disorders. Notably, observed differences were found for panic disorder among first-(9.0% vs. 1.9%, p < 0.05), second-(16.0% vs. 2.1%, p < 0.01), and third-(13.5% vs. 1.5%, p < 0.001) generation women, with higher rates among women with a history of SPIPV compared to women without such history. Differences between groups were further found for women who suffered from PTSD. Within first-(27.8% vs. 5.8%, p < 0.001), second-(20.6% vs. 6.0%, p < 0.01), and third-generation (38.0% vs. 5.0%, p < 0.001) women, higher rates were found among women with a history of SPIPV than without a history of SPIPV. Similar results were also observed among first-generation Caribbean Black women with a history of SPIPV who met criteria for agoraphobia (7.5% vs. 1.2%, p < 0.05), OCD (7.2% vs. 0.5%, p < 0.001), and any anxiety disorder (35.5% vs. 11.8%, p < 0.001).
Higher prevalence rates of alcohol abuse were more apparent for women with a history of SPIPV than those without a history among first-(3.9% vs. 0.6%, p < 0.01) and secondgeneration (10.7% vs. 2.4%, p < 0.01) Caribbean Black women. This was also true for women who met criteria for any substance disorder among first-(3.9% vs. 0.7%, p < 0.01) and second-generation (13.0% vs. 2.9%, p < 0.05) Caribbean Black women. For other substance disorders such as alcohol (7.2% vs. 0.2%, p < 0.001) and drug dependency (8.2% vs. 1.0% p < 0.01), group differences were observed among second-generation participants; women with a history of SPIPV exhibiting higher rates than their counterparts.
The analysis further showed differences between women with and without a history of violence in relation to eating disorder based on generational status. These differences were found for first-(19.6% vs. 3.2%, p < 0.01) and second-(34.6% vs. 6.6%, p < 0.05) generation women who met criteria for binge eating, with higher rates among women who experienced SPIPV. Differences were also noted for bulimia (15.2% vs. 1.7%, p < 0.01) among first-generation participants. For any eating disorder, differences were additionally found between first-(19.6% vs. 3.2%, p < 0.01), second-(34.6% vs. 6.6%, p < 0.05), and third-(19.5% vs. 6.1%, p < 0.05) generation women, with higher rates among women with a history of SPIPV.
For women who attempted suicide, rates were found to be higher among first-(9.6% vs. 0.6%, p < 0.001) and third-(20.6% vs. 2.8%, p < 0.01) generation participants with a history of SPIPV relative to those without a history of violence. However, for suicidal ideation, higher rates were found among first-generation women with a history of SPIPV than women without such a history (25.8% vs. 5.6%, p < 0.001).
Overall, there were differences in rates of ''any'' mental disorder between women with and without a history of SPIPV by generation status, with more apparent differences between first-(45.0% vs. 23.4%, p < 0.05) and third-(96.0% vs. 58.5%, p < 0.05) generation Caribbean Black women. Taken together, the results showed that mental disorders were most prevalent among second-and third-generation victims of abuse compared with their first-generation counterparts.
As indicated in Table 5 , there were noted differences in physical health conditions by generation status between women with and without a history of SPIPV. Among firstgeneration Caribbean Black women, group differences in the rate of health conditions were found for such conditions as 1.2%, p < 0.01). In all cases, rates were higher for women with a history of SPIPV than those without. Finally, third-generation women with a history of SPIPV had significantly higher rates of problems with sickle-cell disease than their counterparts without such a history (13.5% vs. 0.8%, p < 0.01). While these differences were also observed between groups for individuals who reported having had a stroke (17% vs. 0.7%, p < 0.01), an opposite pattern was found. In fact, women without a history of SPIPV had higher rates than women with a history of SPIPV. Nonetheless, participants with a history of SPIPV tended to have higher rates of these health conditions than women without a history of SPIPV. Also, with few exceptions, higher prevalence of physical health problems trended toward second-and thirdgeneration immigrants reporting abuse compared to those with first-generation statuses.
Multivariate analysis of any mental health and physical conditions
Multivariate analysis revealed an association between SPIPV and ''any'' mental disorder when controlling for other factors (Table 6 ). Specifically, the odds of mental disorder increased almost three and a half times (AOR = 3.48, p < 0.001) among abused Caribbean Black women compared to those who did not experience SPIPV. Third-generation women were also found to have higher odds of mental health conditions, increasing about six and a half times (AOR = 6.54, p < 0.001) compared with first-generation Caribbean Black women.
Other factors associated with any mental health conditions included age and household income. Women between the ages of 50 to 64 (AOR = 0.10, p < 0.001) and 65 and older (AOR = 0.20, p < 0.05) were at lower odds for mental disorders than adults aged 18-24. This was also apparent for women with household incomes between $25,000 and $35,999 (AOR = 0.41, p < 0.01), $35,000 and $49,999 (AOR = 0.47, p < 0.01), and $75,000 and higher (AOR = 0.20, p < 0.01), relative to women who earned less than $25,000. Table 7 presents predictors of ''any'' physical condition and shows that abused Caribbean women are at risk for physical health problems. Caribbean Black women who experienced SPIPV had about twice (AOR = 2.07, p < 0.05) the odds of having a physical health condition than women without a history of SPIPV. Again, third-generation women (AOR = 5.10, p < 0.001) were more prone to physical health conditions compared to their first-generation counterparts. The odds for physical health conditions also progressively increased with age. Women within the 25-34 (AOR = 4.08, p < 0.001), 35-49 (AOR = 7.12, p < 0.001), 50-64 (AOR = 49.99, p < 0.001), and 65 and older (AOR = 94.33, p < 0.001) age categories were at greater risk for physical health conditions compared with the younger cohort.
The odds for physical health conditions, however, were reduced with educational attainment. Caribbean Black women with a high school (AOR = 0.33, p < 0.001) and some college education (AOR = 0.33, p < 0.01) were at reduced odds for any physical health condition compared to those with less than a high school education.
Discussion
In this study, we explored the association between severe intimate partner violence (SPIPV) and an array of indicators of mental and physical health among Caribbean Black women residing in the United States. Relative to Caribbean Black women without a history of SPIPV, those with a history of SPIPV typically had a significantly higher prevalence of mental disorders. These findings were especially evident for specific mood (e.g., dysthymia, bipolar), anxiety (e.g., panic agoraphobia, GAD, OCD, PTSD), and substance disorders (e.g., alcohol and drug dependence). Caribbean Black women with a history of SPIPV also had higher risk of suicidal ideation and attempt. These associations are largely consistent with previous studies. 7, [12] [13] [14] [15] We also found higher rates of eating disorders among women with a history of violence. Consistent with the limited research in this area, 19 Caribbean Black women with a history of SPIPV had higher rates of bulimia and binge eating compared to women without such history. These findings suggest that eating disorders may be a form of coping strategy employed by women who have experienced the stress of SPIPV under culturally constraining conditions. 15 Differences between populations in our study were further observed for Caribbean Black women by generational status, with greater risk for bipolar, panic, alcohol abuse and dependency, drug dependency, PTSD, binge eating, any eating disorder, ''any'' psychiatric disorders, and suicide attempts trending higher rates among abused women within the second and third generations relative to first-generation women.
We generally found fewer associations between SPIPV and physical health conditions. Compared to Caribbean Black women without a history of SPIPV, those with a history of SPIPV tend to have higher prevalence rates of arthritis, liver problems, kidney problems, and HIV/AIDS. The specific etiology of arthritis and liver and kidney problems in the context of SPIPV is unclear, but may be associated with physical consequences of the violence. However, past studies 
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have documented lower efficacy of condom use negotiation among IPV survivors, 23, 24 a power differential that may place these women at increased risk of HIV and other sexually transmitted diseases. Again, there were noted differences between generations with those with a history of abuse being more likely to report poor physical health conditions. Nonetheless, there were trends showing greater vulnerability among second-and third-generation women for blood circulation concerns, kidney problems, osteoporosis, sickle-cell disease, and fertility problems.
We also found that the mental and physical health of Caribbean Black women were influenced by their generational status in multivariate analyses. Consistent with past research on the immigrant paradox, [25] [26] [27] rates of mental disorder were generally the lowest among first-generation Caribbean Black women, with intermediate levels among second-generation respondents, and the highest odds of having a mental disorder among third-generation (i.e., U.S.-born) Caribbean Black women. Similar to previous research, 28 this was also the case for physical health problems, where the odds of health concerns typically increased among third-generation participants in this study.
There are a number of limitations that should be considered. To begin, the focus of this study was on SPIPV. The present findings may not apply to minor physical abuse or other forms of IPV (e.g., psychological, sexual) that could also have immediate or long-term health consequences. Another potential limitation to the study is the use of a single 29, 30 Third, the cross-sectional study design limits our ability to draw causal inferences. For this reason, it is difficult to ascertain whether the mental and physical disorders explored in this article are the consequences of SPIPV. In some cases, the presence of these disorders (such as an episode of mania in someone who has bipolar disorder) may put women at risk for SPIPV; in other cases, it appears likely that women experience mental and physical disorders as a consequence of SPIPV. Fourth, the relatively small sample size of women with a history of SPIPV may have played a role in our inability to detect other meaningful differences in health outcomes between the populations under examination. This might be the case for the findings elaborating the role of generational status. In addition, sample size issues prevented the examination of disorders of participants from a specific Caribbean country of origin.
Fifth, the use of the self-report of physician diagnosis indicators for physical health outcomes may bias the sample in that those with the most socioeconomic resources would be more likely to visit a healthcare professional than those with lower socioeconomic status. Similarly, there might be inaccuracy or withholding of both health status and SPIPV status information among participants, a circumstance that may especially affect undocumented immigrant women. Finally, the data used for this study were collected over a decade ago. However, this dataset is appropriate for examining the study's purpose as these relationships are not likely to change over time.
Even with the limitations outlined, this study provides important insights into the association between SPIPV and the negative mental and physical health conditions of Caribbean Black women as well as the general health of women within this population. This study additionally used a structured mental health assessment tool and doctor diagnosed health conditions to understand differences in health, which is rarely used in studies on Caribbean populations. Moreover, given that studies among this population are generally based on nonrandom clinical samples, this article provides an important contribution because it is one of very few population-based studies on U.S. Caribbean Black women. It is also one of few studies to examine generational differences in health outcomes of Caribbean Black women associated with their history of SPIPV.
As a whole, these results show that severe IPV is an important risk factor to the overall well-being of U.S. Caribbean Black women, especially with regard to their mental health. The results also suggest that second-and third-generation (i.e., U.S. born) respondents may face a heavier burden of mental disorders and physical health conditions associated with SPIPV than first-generation women who were born outside the United States. The study further suggests that social context and processes of acculturation resulting from stressful environmental circumstances might not only be associated with poorer health outcomes among abuse victims but also nonvictims in general.
These findings indicate that inquiry into women's history of IPV during a clinical encounter may have tremendous utility in pointing to potential corresponding health risks faced by this population. An important applied work particularly finds that brief screening tools in an emergency department setting is effective at identifying patients at risk. 31 These screening tools should also be tailored and validated for use among diverse populations of Blacks (e.g., African Americans, Caribbean Blacks, and African born); moreover, the importance of generational status is an important additional consideration. Some scholars have called for universal IPV screening in healthcare settings, 32 an initiative that would help to identify Caribbean Black women who may be either currently experiencing SPIPV or suffering from the negative physical or mental health outcomes associated with a prior experience of SPIPV.
Even with needed attention surrounding the health status of women with a history of IPV, it is also important that we remain vigilant concerning the general health of immigrant women in the United States. As has been found in studies, these women are vulnerable to poorer health outcomes with longer time in host countries due to their status and social and environmental factors. Therefore, it is important that future research continues to identify factors associated with poor health with hopes of reducing the risks among U.S. Black and immigrant women.
